MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH i 63—02312’7

- DEPARTMENT OF PUBLIC HEALTH AND WELFARI// . —
— - . e % 3 STATE FILE NUMBER
DO NOT WRITE NDED Registration District No. £/ Primary Reg District Na. AE‘D_-g - —=—Registrar's No ——— ;

ON THIS STUB Fa3a
: L ] 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

a, COUNTY B arry .2 sr.cu!nmB omgb. COUNTY Stnne admission)
b. CITY (If outside corporate limits, give TOWNSHIP oply) . Length of stay in 1b <. CITY insi
A0 1 n % w nside Limits
own  Near—iela ! oW

TOWN ﬁola Lane Yas [1 No li

1 00 SO c. ;tgst Nmsogr {If NOT in hospital, give location) Inside Limits ' d: STREET {If cutside, give Iocahon] Reside on Farm
ADDRESS
INSTITUTIO) . of Viola Yes[O NoRR R‘.F~~D. e Ye: O Nogd

o4 o :
. I 3. NAME OF DE t Middle Last 4. DATE Month

{Type or print)

V5300 |
ReV, 4/59 .

DATE AMENDED

Day Year
i OF )
WILLARD TURNER t|oPEAM July 3, 1963
6. COLOR OR RACE 7. Married []  Never Marriedx] IB, DATE OF BIRTH | ¥ AGE (laxt birthday} [IF UNDER | YEAR [ IF UNDER 24 HR
Male White wiowed 0 Dweeed 0 [ 5-1-194]3 20 Woriis [ Days | Hours | Wi
10a. USUAL OCCUPATION {Give kind of work done | i0b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
Mdun § ‘most of v lif- a if m.rg) . .
issouri ertvice Reed Springs., Mo, USA
132. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. 'NAME OF HUSBAND GR WIFE
W. A. Turner _Gladys Davis )
15. WAS DECEASED EVER IN U.5. ARMED FORCES? A ) 17. INFORMANT Address
(Ye:N;B of gnknown)'[lf yes, give war or dates of ser| L LII'S . G’l&d YS Hendr leson C

18. CAUSE OF DEATH (Enter only one cause per line for:{a), (b] and (c}. =ah E‘h
PART i. DEATH WAS CAUSEDP;Y fah 4Bl l I(I;‘lzg‘é},‘:LN%HD"EVATH

IMMEDIATE CAUSE (s) Hapd & thgj injuries Inst, -

O.

DOCUMENT

which gave rize to
shove cause (a),
stating the under-
lying cause last, DUE TO {c)

‘PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 'but not related’ to the terminal PART 111 If decessed was female wm.
disesse condition given in PART I (a) . there & pregnancy in last 90 days.

IT] Yas ] =) Nn J [0 Unknown
19. WAS AUTCPSY | 20a. AC(%ENT SUI%DE HOMDECIDE 20, DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART I or PART. i of item 18.)

PERFORMED?
YES] NORD Car accufent

e, TIMER$F Hour Month, Day, Year
12:50% & 7 3 63 : )

20d. INJURY OCCURRED 20w, PLACE OF INJURY (e.q# in or about home, | 20F. CITY, TOWN, -OR LOCATION COUNTY STATE
sireet, offic

N e R WorkD 0 ML K. of 'éli::goﬁce) 8o0. line near Viola  Barry Mo,.

: h
21. 1 attended- the dccuud from coron &_Qm_——-lnd last saw iy alive on
Death occurred nt bo t 2. a on the date stated sbove, and to the best of my knowledge, from the cauvses stated,

272 \SIGNATURE R * (Degree or title) ~ 22b. ADDRESS 22c. DATE SIGNED
ic;;.‘ ,,Z@&)JZWMNJ Coroner  |Cassville, MO. ' 7/6/63

RIAL, CREMATION, | 23b. DATE- 23c. NAME OF CEMETERY OR CREMATORY - 23d. LOCATION (City, town, or.county)’ {State)

A R Rice Cemetery Taney County, Mo,

24, FUNERAY DIRECTOR ADDRES! CD. BY LOCAL REG. |[26./REGISTRAR'S SIG] TURE_
Nelson Funeral Home-Berryville Ark zngj ¢ A763 © MM

{Licensed Embalmér’ Stl t on Reverse Side)

Conditions, if lny,] DUE TO (b)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL.CERTIFICATION

USE.-BLACK - INK
OR
TYPEWRITER RIBBON

3

T

. L

ITEM NO.| SHOULD READ

BY AFFIDAVIT OF




-
~ ~
Lol S

Brsl rrsD-feLn 0oy

STATEMENT BY LICENSED EMBALMER

| hereby cerfify that the body:whose name is recorded on the reverse side of this cerfificate was embalmed by me,

or by _ . ‘ Student Embalmer No.
working under my personal supervision.

Student

Signaturs of Student Embalmer

T 2

Teee T SRS ' K _ e Ll(;ensed Embalmer No u{&vz‘

. B O Address,ﬁ%@ﬂ/

Nofe: The aboye, MU§T “BE SIGNED BY TI-IE LICENSED EMBALMER in his OWN HANDWRITING (Fallure to comply
with the above constltutes grounds for revecation of Ileense)
. IF embalmed by a STUDENT, he also shall sngn in_his OWN handwriting.
<& ¢ I this body is noi embalmed fact should ‘be-s¢ stated above.’

™o




